xiphisternum to the outer ends of the clavicles. On the back they extend from the base of the neck to the coccyx, but are all within 2i in. of the mid-line. They vary in size from that of a pea to a shilling. Each has a definite circular or oval outline and is pinkish in colour with a faint suggestion of yellow. Diascopy leaves the diffuse yellow tinge. Here and there the centre of the lesion is of a deeper red and conveys the suggestion of erythema multiforme when seen from a distance. There is a scale on each of these flat papules which leaves a moist area on removal. Occasionally the removal of the scale is accompanied by the tearing of a triangular piece of epidermis from the apparently normal skin surrounding the lesion. This occurs in much the same way as in a hang-nail upon removal. The patches on the face and scalp appeared three months later. That on the scalp is irregular in outline, roughly of the size of a sixpenny piece and is covered by fine, cretaceous and closely adherent scales. On the face, the suborbital region of each cheek only is affected, Here much the same appearances are presented as by the lesions on the back, but there are the following additional points to be noted. There is definite pitting, and this is mostly due to the scaling, for the removal of the offending scale allows the underlying tissues to expand and occupy their normal position. In one place, however, the pit is due to a definite but fine and atrophic scar. The scales are not cretaceous, but are very tough whilst yet retaining pliability. They are moderately adherent and occasionally show plugs on their under-surfaces. There is nothing else of importance in the history of the patiernt or in the appearance of the lesions themselves. Pathological investigations are not yet complete. The suggested diagnosis is that of lupus erythematosus. Case for Diagnosis.
PATIENT, a male, aged 44, apparently in perfect health. The present eruption began some two years ago as two red patches on the outer part of the left thigh. These have grown till they have reached their present size and condition; three more lesions have also appeared since the original onset. The last only appeared about two months ago.
The distribution of the lesions is shown in the accompanying photograph. An oval area some 9 in. by 5 in. is incompletely surrounded by a raised margin some 2 in. to i in. in width and raised about ' 'in. from the skin surface. The middle of the posterior rampart is incomplete. In the centre slightly atrophic pigmented areas are found enclosed by the upper and lower parts of the oval margin, the centre being clear; this suggests that the main oval lesion is formed by two primary patches which have partially coalesced. The edge is pale pinkish-brown in colour, is semi-translucent and shows distension of the follicular openings.
Another similar patch is present behind the left knee towards its outer side; this patch measures 4 in. by 1j in., and has a raised margin only in the upper and lower parts.
A third lesion, taking the form of a dome-shaped elevation, is present behind the lower part of the larger lesion and this is surmounted by a definite deep-seated bulla.
There are also present one or two scattered, slightly infiltrated erythematous patches in the neighbourhood of the larger lesion and also one on the outer side of the right hip.
My first view of the case was that it was a keloid, possibly following a serpiginous syphilide. The Wassermann reaction Is, however, negative and there is no clinical evidence of syphilis. The section under the microscope shows an ill-defined celluiar exudate, containing numerous plasma cells, but the most striking feature consists in the large number of giant cells present; these are scattered about without any definite arrangement.
In view of these facts, I am inclined to place the condition in the group of chronic persistent erythemata: possibly allied to granuloma annulare or to the condition Crocker has named " erythema elevatum diutinum."
DiU8u8in. Dr S. E. DOREsaid he thought this was a case of ;ycosis fungoides. The crescentic infiltrated patches, spreading from a central lesion and undergoing involutioni without scarring, and the presence of itching seemed to him to be characteristic of this disease.
Dr. J. M. H. MAcLEOD said he did not agree with Dr. Dore's view, and thought that granuloma annulare should not he ruled out. He had made sections from cases of granuloma annulare, which showed a very dense, granulomatous infiltration, with some plasma cells, but no giant cells. The small upper lesion in the present case suggested granuloma annulare. Gray: Cast for Diagnosis Dr. J. H. SEQUEIRA (President) said he could not place the case, but he was not inclined to call it granuloma annulare, owing to its dimensions and its thickened border. He asked that a further report be supplied at a future meeting.
Dr. GRAY (in reply) said that he had always maintained that there was a chain of relationship between the more acute erythema multiforme on the one hand and the more chronic granuloma annulare on the other, and that there were a number of intermediate groups.
The present case, he considered, belonged to an intermediate group. It was a very unusual case, and he had never previously seen anything like it.
CORRIGENDUM.
The following reply should have followed the remarks in the discussion on Dr. Savatard's paper, " Ichthyosis and Cancer of the Skin." See Proceeding8, 1927 , xx, 1596 Derm., 100).
Dr. SAVATARD (in reply) ssid that what he had wished to demonstrate was that cancer of the skin (both basal and squamous) not infrequently arose on a pre-existing keratotic lesion; that in such patients an examination of the whole surface of the skin often revealed the fact that their skins were ichthyotic or xerodermatous-the ichthyosis was not necessarily marked. Further he had found that in several cases of cancer arising apparently on normal skin there was an associated ichthyosis.
He did not contend that oils and tar were not factors in the causation of cancer; he knew that they were, but he considered that the type of skin was not sufficiently taken into consideration in estimating their responsibility as determining factors.
In reply to Dr. Barber he said he had seen two cases of basal carcinoma assoeiated with psoriasis and one case in which a squamous carcinoma had developed on a psoriasis plaque though the patient had never taken arsenic.
